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it up and carries the inner end up behind the cervix, A bimanual
examination is then made to ensure that the uterus is anteverted. If
the pessary fits correctly, there should be just room for the forefinger
between it and the back of the symphysis pubis, it should not be dis-
placed on coughing or straining, and the patient should feel comfortable.
The patient should be kept under observation for the first month to
make sure that her uterus is maintained in anteversion. She should use
a vaginal douche twice or thrice a week. A solution of sal antisepticus
or dettol considerably diluted is suitable. At the end of six months the
pessary may be removed, and the patient should be examined a month -
later to see if the uterus remains in position.
Operative treatment
Operation for retroversion is not so common as it was some years
ago, gynaecologists now considering that a retroversion without
symptoms does not indicate operation, and that when symptoms are
present they should be logically presumed to be due to the displacement
before an operation is recommended. When, however, treatment as
already outlined has proved ineffectual, the question of operation must
arise. It must also be faced when the uterus is irreplaceable or the
ovaries are prolapsed and tender, when there is evidence of pelvic
inflammation or of endometriosis, or a history of repeated abortions.
The operation usually practised is that known as Gilliam's or one of
its many modifications. The guiding principle of the operation is to
use the round ligaments as riding-cables attaching the fundus to the
anterior abdominal wall.
The technique as originally described is as follows. After the abdomen has
been opened, a puncture wound is made through the rectus sheath, rectus
muscle, and peritoneum on either side about 1-J- to 2 inches from the middle
line and about 2 inches above the symphysis; forceps are passed through the
wound; the slack of the round ligament is seized and drawn through and
fixed in front of the rectus sheath so that the fundus is held in anteversion.
Various modifications since introduced concern details of technique,
but the principle of the operation remains the same. One of its great
advantages is that it in no way interferes with the course of a subsequent
pregnancy. Many other operations, most of them now of historic
interest only, have been devised for the cure of retroversion. Ventral
suspension gave the uterus a fundal ligament by stitching the fundus
to the peritoneum of the anterior abdominal wall. Ventral fixation
incorporated the fundus in the anterior abdominal wall by fixing it
between the recti muscles and was used mainly in the treatment of
prolapse in women past the menopause. Vaginal fixation was and still
is sometimes used in the same type of case. An incision is made through
the anterior fornix, the bladder separated from the anterior vaginal
wall, the vesico-uterine reflexion of peritoneum opened, and the fundus
brought forwards and interposed between the base of the bladder and
the vagina. The Alexander-Adams operation utilized the round liga-